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1  | INTRODUC TION

Childbearing women, defined as women in the prenatal, perina-
tal and postnatal periods, are at heightened risk of mental health 
issues such as depression and anxiety. Globally, it has been esti-
mated that one in five childbearing women is afflicted with mental 
health issues (Bayrampour, Hapsari, & Pavlovic, 2018). In low- and 
middle-income countries (LMICs), however, the prevalence rate 
is reportedly high, with estimates ranging from 15%–57% (Lund 
et  al., 2014). Relating specifically to Ghana, a sub-Saharan African 
(SSA) country, emerging studies have estimated the prevalence of 
depression in childbearing women to range from 10%–38% (Bindt 

et al., 2013; Weobong et al., 2014), whereas anxiety was estimated 
at 33% (Bindt et al., 2013). Studies have linked poor mental health 
issues in childbearing women to several adverse outcomes, includ-
ing prolong labour and peripartum and postpartum complications 
(Bindt et al., 2012; Sumankuuro, Crockett, & Wang, 2017; Weobong 
et al., 2014). Mental health issues in childbearing women are among 
the factors predisposing to maternal and child morbidity and mortal-
ity rates that are reportedly high in Ghana and other SSA countries 
(Bindt et al., 2012; Sumankuuro et al., 2017; Weobong et al., 2014).

In recognition of the gravity of mental health issues in childbear-
ing women, professional organizations (National Institute for Health 
and Care Excellence, 2014) and researchers (Siu et al., 2016) have 
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recommended routine screening to identify women at risk of mental 
health problems for early intervention. However, empirical evidence 
suggests that most childbearing women at risk of mental health 
problems are undetected, undiagnosed and untreated (Anding, 
Röhrle, Grieshop, Schücking, & Christiansen,  2015; Bayrampour 
et al., 2017; Fonseca, Gorayeb, & Canavarro, 2015). This observa-
tion provides the impetus for studies to explicate factors that can 
be improved to promote mental and emotional well-being in this 
vulnerable population. Consequently, the current study is aimed at 
investigating potential barriers to addressing mental health issues in 
childbearing women in Ghana.

2  | BACKGROUND

A recent systematic review has identified several studies, mostly 
from high-income countries, that have uncovered barriers to ad-
dressing mental health issues in childbearing women (Bayrampour 
et al., 2018). Notable among them are lack of knowledge in mental 
health, time constraint and lack of local guidelines/policies, unclear 
pathways of care and referral options (Bayrampour et  al.,  2018; 
Higgins et al., 2018). In SSA, however, little information exists with 
respect to the factors militating against the provision of mental 
health services to childbearing women (Bayrampour et  al.,  2018). 
Although studies conducted in high-income countries have prof-
fered some useful insights regarding mental health issues in child-
bearing women, their utilities in SSA may be limited owing largely 
to the sociocultural differences in healthcare systems with re-
spect to the training of health personnel, as well as the organiza-
tion and delivery of healthcare services. For instance, relative to 
high-income countries, SSA countries have few qualified (mental) 
health professionals (Dussault & Franceschini,  2006; Labonté, 
Packer, & Klassen,  2006) and insufficient budgetary allocation to 
meet the health needs of the populace (Raja, Wood, de Menil, & 
Mannarath,  2010). Additionally, because most of existing studies 
from high-income countries are qualitative in nature (Bayrampour 
et  al.,  2018), little is known about the importance practition-
ers attach to the various potential barriers (Higgins et  al.,  2018). 
Quantifying potential barriers has the propensity to unearth the 
enormity of the problem, expand our understanding of the prob-
lem and more importantly help in the design of context-specific 
interventions (McEvoy et  al.,  2014). Indeed, although previous 
studies have advocated for continuous professional development 
programmes for health professionals to acquire the requisite mental 
health competencies (Bayrampour et al., 2018; Higgins et al., 2018), 
such programmes can be tailored appropriately by understanding 
health professionals' perceptions of potential barriers in relation to 
their local context (Hauck et al., 2015). Consequently, the overarch-
ing goal of the present study is to investigate the barriers influenc-
ing the delivery of mental health services to childbearing women 
in Ghana. The study addressed the following research question: 
What are the barriers and factors influencing the delivery of mental 
health services to childbearing women in Ghana?

2.1 | Objectives of the study

1.	 Quantify the factors that midwives and primary care nurses 
(General Nurses and Public Health Nurses) perceived as affecting 
their efforts to promote mental health issues in childbearing 
women.

2.	 Investigate the extent to which demographic variables, namely 
age, gender, duration of practice and professional category (mid-
wives and primary care nurses) influence barriers to addressing 
maternal mental health concerns.

3  | THE STUDY

3.1 | Design and data collection procedure

The study design and data collection procedure has been described 
elsewhere (Adjorlolo, Aziato, & Akorli,  2019). Briefly, a cross-sec-
tional self-report survey was used to gather data from the partici-
pants across the various facilities after institutional permission was 
obtained from management. The participants were recruited from 
antenatal, delivery and postnatal units of their respective health in-
stitutions using both convenience sampling approach. The research 
team approached nurses and midwives on the various duty shifts (i.e. 
morning, afternoon and night) for their consent to participate in the 
study. They were informed that their participations in the study will 
help in understanding strategies to promote mental health issues in 
childbearing women. Because heavy workload at the facilities could 
interfere with the data collection process, effort was made to ad-
minister the questionnaires when the facilities were less busy, in this 
case mostly in the afternoon. They were given time to ask questions 
or raise issues they have with the research. Those who expressed 
willingness and consented to be part of the study were handed a 
pack of questionnaires containing several measures, including those 
measuring barrier and demographic variables. The questionnaires 
were handed over to the research team on completion. Of the 320 
questionnaires administered, 309 were returned, representing a re-
sponse rate of 97%.

3.2 | Setting and participants

Data for this study form part of a large-scale study investigat-
ing strategies to promote mental health in childbearing women in 
Ghana (Adjorlolo et  al.,  2019). Data were collected from 309 pri-
mary care nurses and midwives recruited from randomly selected 
health facilities that are highly patronized by childbearing women 
in Greater Accra, the capital of Ghana. These include Pentecost 
Hospital, Abokobi Health Center and University of Ghana hospital. 
To be included in the study, the participants must be fully registered 
with the appropriate licensing authority (i.e. Nursing and Midwifery 
Council) and should have worked with childbearing women for at 
least 12  months, a period within which the participants might 
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have encountered childbearing women with or in need of men-
tal health services. A large proportion of the participants were 
females (N = 296, 96%). The participants designated as young (i.e. 
21–30 years) were 140 (45.3%) whereas those designated as old (i.e. 
31 years and above) were 169 (54.7%). A large proportion were fe-
males (N = 296, 96%), public health nurses (N = 138, 44.7%), general 
nurses (88, 28.5%) and midwives (83, 26.9%). The percentage of par-
ticipants who reportedly practiced for 1–5  years and 6  years and 
above were 174 (56.3%) and 135 (43.7%), respectively. In terms of 
qualification, most participants had diploma (i.e. 3 years of nursing 
education; N = 171, 55.3%), followed by certificate (i.e. <3 years of 
nursing education; N = 116, 37.5%) and degree or advanced qualifi-
cation (i.e. more 3 years of nursing education; N = 22, 7.1%).

3.3 | Measures and instrument

The participants' responses to measures of demographic variables 
namely gender, age, years of practice and professional category and 
barrier items were used in the current study. The barrier items, culled 
predominantly from the existing literature (Bayrampour et al., 2018; 
Higgins et al., 2018), were included in the study on the recommenda-
tion from health practitioners (e.g. midwives) and scholars in Ghana. 
A total of 25 barrier items (shown in Table 1) were used in this study. 
In keeping with the response format of existing studies (Higgins 
et al., 2018), the items were scored on a 4-point Likert-type scale, 
ranging from 1 (i.e. strongly disagree)–4 (strongly agree). The total 
score on the “barrier scale” ranges from 28–100, with high score 
indicating high perceived barriers. The internal consistency of the 
“barrier scale” was 0.88.

3.4 | Data analytic strategy

All data were analysed with SPSS Version 23 (IBM.corp). Cases with 
missing data on the barrier items represent less than 1% of the total 
cases, and because data were missing completely at random (Little's 
MCAR chi-square > 0.05), the expectation maximization algorithm 
was used to impute the missing data points. A two-tailed statistical 
significance was set at 0.05. To ascertain the usefulness of each of 
the 25 barrier items, the corrected item-total correlations, squared 
multiple correlations (SMCs) and Cronbach's alpha when items were 
deleted were examined. The results indicate that the items are 
measuring barrier to the provision of mental health services to child-
bearing women. Responses on the barrier items were subsequently 
dichotomized to reflect No (i.e. Strongly Disagree and Disagree) and 
Yes (i.e. Strongly Agree and Agree). This was subjected to descrip-
tive statistics, namely frequency and percentages, to determine the 
proportion of “No” and “Yes” responses. Chi-square was used to in-
vestigate the bivariate relationship between the barrier items and 
demographic variables (i.e. age, gender, years of practice and educa-
tion), with effect size estimated with Phi and Cramer's V coefficients. 
Additionally, the 25 barrier items, rated on the four-point Likert 

response format, were subjected to principal component analysis 
(PCA) to determine their underlying latent component(s). Analysis 
of variance (ANOVA) was subsequently conducted to determine the 
effects of demographic variables, using the extracted component(s) 
as the dependent variable.

4  | RESULTS

4.1 | Barriers to addressing mental health issues in 
childbearing women

The results of the analyses regarding the barriers to addressing men-
tal health issues in childbearing women are summarized in Table 1. 
As can be seen, the participants attached different weights to the 
various barrier items. The top most rated barriers are unavailability 
of mental health services (N = 238, 77%), lack of knowledge on men-
tal health and women from different tribes (N  = 232, 75.7%), lack 
of a clear mental healthcare pathway (N  =  232, 75.1%) and heavy 
workload (N = 229, 74.1%) and lack of knowledge of mental health 
issue (N = 229, 74.1%). Other barriers endorsed by more than half 
of the participants include not seeing women regularly to build rela-
tionship (N = 214, 69.3%), no organizational structure or process to 
see women alone (N = 203, 65.7%), fears that childbearing women 
could get emotionally distressed when discussing mental health is-
sues (N = 202, 65.4%), the short time allocated to seeing childbearing 
women (N = 199, 64.4%), uncertainty about whether women want to 
be asked about mental health (N = 190, 61.5%) and fears that women 
could get offended (N  =  188, 60.8%). Table  1 further shows that 
the rating of the barrier items appeared not to differ in any system-
atic way based on the category of profession (e.g. midwives versus 
PHNs) and qualification (e.g. diploma versus degree).

4.2 | Demographic correlates of barriers

For simplicity, the demographic variables that correlate significantly 
with the barriers to addressing mental health issues in childbearing 
women are presented here (the full result is available on request). 
First, increasing age was associated with a decrease in perceiving the 
following as barrier items: talking about mental health could increase 
the risk of self-harm/suicide, [χ2  =  3.96, p  =  .047, Phi & Cramer's 
V  =  0.11] and talking about mental health could increase the risk 
of harm to the baby, [χ2 = 3.98, p = .046, Phi & Cramer's V = 0.11]. 
Relatedly, being a female increases the likelihood of rating the fol-
lowing as barriers: uncertainty about whether women want to be 
asked about mental health issues [χ2 = 5.41, p = .020, Phi & Cramer's 
V = 0.13] and lack of authority to discuss mental health issues with 
women [χ2 = 4.58, p = .032, Phi & Cramer's V = 0.12]. Lastly, a sig-
nificant relationship was found between years of practice and the 
following barriers: not seeing women regularly to build relationship, 
[χ2 = 4.5, p = .035, Phi & Cramer's V = 0.12] and lack skill to respond 
to disclosure of issue [χ2 = 5.10, p = .024, Phi & Cramer's V = 0.13]. 
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The result suggests that participants who have practiced for 6 years 
and above are less likely to rate the above as barriers.

4.3 | Principal component analysis and effects of 
demographic variables on barriers

As noted previously, PCA was conducted to investigate possible 
clustering of the barrier items. The results of the initial PCA showed 
that the clustering of the barrier items did not yield any interpret-
able component. Consequently, based on the presumption that all 
the items reflect a single underlying construct (i.e. barrier to deliver-
ing mental health services to childbearing women) and in the interest 
of scientific parsimony, one component was extracted. The results 
of the PCA suggested no problem with multicollinearity, given 
that the determinant of matrix of 8.75 was greater than necessary 
value of 0.00001 (Field, 2013). The Kaiser–Meyer–Olkin measure of 
0.85 and Bartlett's test of sphericity, χ2 (300) = 2,792.13, p < .001 
showed sampling adequacy and sufficient inter-item correlations for 
PCA, respectively. The eigenvalue for the extracted component was 
6.57 (56.30%). This was saved for further analysis using the Bartlett 
method that produces unbiased scores (Field 2013). The items ex-
hibited satisfactory factor loadings, ranging from 0.31 (heavy work-
load)–0.62 (fears that women could get emotionally distressed when 
discussing their mental health). ANOVA results revealed no statis-
tically significant mean-level effect of the demographic factors on 
barrier to delivering mental health services to childbearing women 
(p > .05; the results are available on request from first author).

5  | DISCUSSION

In Ghana and other low- and middle-income countries, there are no-
table challenges besetting the provision of mental health services 
to different populations, including childbearing women. However, 
studies quantifying the barriers to addressing mental health issues 
in childbearing women from the perspective of health profession-
als are notably scarce. This is the first study in Ghana and perhaps 
in SSA to have quantified these barriers as well as investigated the 
impact of demographic variables on the self-reported barriers. It 
emerged that the participants endorsed several barriers to the pro-
vision of mental health services, including unavailability of mental 
health services, lack of a clear mental healthcare pathway and heavy 
workload. The finding largely supports existing studies from high-
income countries (Bayrampour et al., 2018; Higgins et al., 2018) al-
though the challenges are more pervasive in Ghana owing to funding 
and logistics constraints, as discussed below.

Relating to the unavailability of mental health services, it is inter-
esting to note that the provision of mental health services in Ghana 
is largely concentrated at the three public psychiatric hospitals in 
the country. Unfortunately, recent efforts to decentralize mental 
health service delivery in the country have been limited largely to 
regional and teaching hospitals. Importantly, because several health 

facilities located in urban and rural areas of the country are yet to 
boast of psychiatric units, it follows that mental health services are 
not readily available to childbearing women visiting these facilities. 
Similarly, the limited coordination among healthcare institutions and 
units or departments in Ghana (Adjorlolo, 2015) suggests that even 
in health facilities with psychiatric units, there is the possibility that 
midwives and primary care nurses may be unaware of their exis-
tence. In addition is the lack of a structured protocol detailing the 
pathway of addressing mental health issues in childbearing women. 
This development could put health professionals in a helpless situ-
ation whereby they are not able to and adequately use any existing 
mental health services effectively, including referral to psychiatric 
hospitals (Jomeen, Glover, Jones, Garg, & Marshall, 2013).

Additionally, heavy workload has been rated among the major 
barriers to the delivery of mental health services to childbearing 
women. In this regard, previous studies have shown that heavy 
workload limits health professionals ability to form relationships 
with women to provide individualized care and meet their psy-
chological and emotional needs (Elliott, Ross-Davie, Sarkar, & 
Green, 2007; Jones, Creedy, & Gamble, 2012). Heavy workload in 
Ghanaian setting appears to result primarily from the inadequate 
number of healthcare providers in general and midwives and primary 
care nurses in particular. For example, according to the statistics 
from the Ghana Health Service (GHS), the average nurse–popula-
tion ratio in Greater Accra from 2008–2016 was 1:764 (GHS, 2017). 
The disproportionate number of patients to nurses and midwives 
could create a situation whereby these professionals may have to 
shorten their encounters with patients and clients in the quest to 
attend and possibly address the health needs of the large number 
of patients at the facilities. This would ultimately limit the opportu-
nity to engage childbearing women in discourses pertaining to their 
mental and emotional well-being, especially when the women do not 
show overt and debilitating symptoms of mental illness, which in 
the Ghanaian context are granted significant attention as signalling 
seeking help from professionals (Adjorlolo,  2016). Consistent with 
previous studies (Borglin, Hentzel, & Bohman, 2015), heavy work-
load could be invoked to explain the initial observation of an ongoing 
study in Ghana that several information on antenatal records such as 
mental health is either not solicited for, or entered into the records, 
resulting in substantial loss of salient information that can enhance 
individualized care.

Again, lack of knowledge on mental health in women from 
different tribes in particular and lack of knowledge of mental 
health in childbearing women in general have been rated highly 
by the participants. This is largely consistent with Bayrampour 
et  al.  (2018) who, in their systematic review, found that health 
professionals' lack of knowledge in mental health issues in child-
bearing women, including symptoms and risk factors, is among the 
common barriers to promoting mental well-being in the women. 
The participants' endorsement of lack of knowledge in this study 
could stem predominantly from the nature of training received by 
the midwives and primary care nurses. In particular, a critical ex-
amination of the curriculum for training primary care nurses and 
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midwives designed by the Nurses and Midwives' Council of Ghana 
revealed that little attention has been granted to mental illness as 
an essential subject or topic. Thus, nurses and midwives complete 
their respective training with no or limited knowledge in mental 
health in general and mental health particularly in childbearing 
women. Additionally, the numerous continuous professional pro-
grammes organized by the various professional bodies for nurses 
and midwives rarely centre on the knowledge acquisition of com-
petencies relating to, for instance, screening and identification of 
mental health issues in patients and clients attending non-psychi-
atric hospitals, as well as the provision of low-cost mental health 
interventions such as psychoeducation. Granted the above, it is 
plausible to state that primary care nurses and midwives may be 
similar with respect to their knowledge-based and competencies 
in mental health in childbearing women. This line of reasoning 
appeared to be corroborated by the finding of statistically insig-
nificant mean-level effects of demographic variables on barriers 
to the provision of mental health services to childbearing women. 
These observations largely attest to the attitude towards the or-
ganization and delivery of mental health services in Ghana. In par-
ticular, stakeholders and policymakers have and continue to pay 
insignificant attention to mental health services (Ofori-Atta, Read, 
& Lund, 2010).

Closely related to the above is the endorsement of lack of 
knowledge of mental illness in women from different tribes. A 
similar concern, referred to as cultural competency issue, has 
been noted by previous studies conducted in high-income coun-
tries (Almond & Lathlean, 2011; Borglin et al., 2015; Nithianandan 
et al., 2016). Relating specifically to Ghana, there are over 46 dif-
ferent tribes and cultures in Ghana, suggesting that the country 
is not necessarily culturally homogenous (Adjorlolo, Abdul-Nasiru, 
Chan, & Bambi, 2018). Because cultures tend to differ with respect 
to socialization, worldviews and beliefs, there is the possibility that 
the acquisition and expression of mental health issues may vary as 
a function of different cultures (Adjorlolo, Abdul-Nasiru, Chan, & 
Bentum, 2017; Yamagishi, Hashimoto, & Schug, 2008). More im-
portantly, because the conceptualization of mental illness may 
differ from culture to culture, health professionals with dissimilar 
cultural backgrounds with their clients or patients may have dif-
ficulty for instance, initiating a conversation around mental and 
emotional problems (Almond & Lathlean,  2011; Nithianandan 
et al., 2016). They may also have doubt about whether a particular 
behaviour pattern should be granted attention as a potential men-
tal health issue. Unfortunately, empirical studies are yet to expli-
cate cultural influences on mental health issues in Ghana, including 
cultural differences in the prevalence and incidence rates of men-
tal illness, disclosure and conceptualization of mental illness.

5.1 | Implications for practice and research

The findings reported here have enormous implications for clini-
cal practice and research. Relating to the former, the study calls for 

several initiatives, including systematic efforts to equip midwives and 
primary care nurses to deliver mental health services to childbear-
ing women. The ongoing decentralization of mental health services 
efforts should be intensified to ensure their availability at the vari-
ous health facilities. Where necessary, awareness of the existence of 
such services should be created among midwives and primary care 
nurses. Additionally, there is the pressing need to develop a proto-
col detailing the pathway for assessment, the provision of low-cost 
mental health intervention and referral for “advanced” treatment 
from the psychiatric hospitals. The study further calls for resourc-
ing and empowering midwives and primary care nurses to acquire 
the skills and competencies in mental health in general and mental 
health in childbearing women in particular. This can be achieved, for 
instance, via the inclusion of mental health courses as an integral 
component of the training manual for midwives and primary care 
nurses. The training programmes, including continuous professional 
development programmes, should also take into consideration the 
demographic backgrounds of the professionals, as well as cultural 
differences in discourses pertaining to the assessment, diagnosis 
and treatment of mental health issues in childbearing women. In 
particular, the study has shown that young nurses and midwives 
may not initiate conversation centring on mental health because of 
fear that doing so may harm the baby or predispose the women to 
suicide/harm. Relatedly, females are less likely to exude confidence 
and authority in relation to mental health discourses in childbearing 
women. These preliminary observations necessitate a needs-based 
assessment to ensure that continuous professional developments 
are tailored appropriately to their mental health learning needs.

It is also recommended that the government of Ghana and other 
stakeholders in the provision of healthcare in Ghana take the neces-
sary steps to reduce the nurse–population ratio by recruiting more 
health professionals to reduce the workload of the few nurses and 
midwives. This would make it relatively easier for midwives and pri-
mary care nurses to devote some amount of their time and atten-
tion to addressing mental and emotional well-being of childbearing 
women.

The study has suggested several areas of empirical research 
in the quest to promote the provision of mental health services to 
childbearing women. This includes investigations of the possible 
impacts of cultural tendencies on the distribution, manifestation, 
assessment, diagnosis and treatment of mental health issues in 
childbearing women from different cultural background. Given the 
indication of negative attitudes towards mental illness among men-
tal health professionals in Ghana (Adjorlolo et  al.,  2018), it is also 
recommended that future studies investigate the attitudes of mid-
wives and primary care nurses towards mental health in childbearing 
women. Likewise, studies should investigate culturally appropriate 
strategies to promote positive attitudes towards mental health in 
child bearing. Lastly, it would be informative to determine the extent 
to which other factors not investigated in this study, such as geo-
graphic location and type of health facility (i.e. government versus 
mission), could potentially hinder the provision of mental health ser-
vices to childbearing women.
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5.2 | Limitations of the study

The relatively small sample size and the use of non-probability sam-
pling limit the applications of the findings beyond the participants of 
the study. The use of only questionnaire does not provide mecha-
nism for checking the accuracy or biasness of the responses gath-
ered from the participants. The above notwithstanding, the findings 
reported here do not differ systematically from those reported by 
previous studies, as noted previously.

6  | CONCLUSION

This study has found that there are barriers to midwives and pri-
mary care nurses addressing mental health concerns in childbearing 
women, including heavy workload, lack of clear pathways and lack of 
knowledge about mental health in childbearing women. Prioritizing 
limited resources to mitigating the impacts of the barriers reported 
in this study could help equip midwives and primary care nurses to 
render basic and low-cost mental health services to childbearing in 
need of these services.
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